Results Of 158 such patients, five showed positive evidence of metastases, confirmed on craniotomy and excision biopsy; one of these patients was found to have a non-metastatic tumour (false positive). Five We present a prospective study in which computed tomography of the brain was carried out selectively in patients without neurological symptoms who had non-small cell lung cancer and appeared free of metastases in all other routine investigations, and who were therefore listed for surgery.
Patients and methods All patients being investigated for lung cancer in our unit underwent a clinical examination, routine blood tests (which included liver function tests), chest radiography, pulmonary function tests, electrocardiography, bronchoscopy, and upper abdominal ultrasonography. If the patient complained of localised skeletal pain or if localised bone tenderness was elicited skeletal radiography of the area was undertaken. If the alkaline phosphatase activity was raised on routine blood testing, radionuclide scanning of bone was performed. When the chest lesion was peripheral and the mediastinum seemed to be normal on chest radiography computed tomography of the chest was not performed. If the lesion was central or the mediastinum seemed to be abnormal on routine chest radiography chest computed tomography was undertaken. Mediastinoscopy was not used routinely but was undertaken when computed tomography of the chest had shown lymph nodes exceeding 1 5 cm in diameter. The policy of the investigating surgical firm was not to exclude patients from thoracotomy if the ipsilateral mediastinal nodes on mediastinoscopy showed only intracapsular invasion by tumour. If, once these investigations had been completed, the patient was shown to have a Preoperative computed tomography of the brain in non-small cell bronchogenic carcinoma Despite the small number of positive brain lesions detected in this study, certain useful data emerged. As the brain metastases were asymptomatic, it was not surprising to find that most of the metastases were located in the frontal region of the cerebral hemispheres. One deposit, however, was in the parietal lobe. In patients with an unequivocal scan intracranial exploration with biopsy was the primary procedure undertaken; subsequent surgery for the primary carcinoma in the lung was abandoned only in the three patients in whom the intracranial lesions were considered to be incurable. In this study patients were defined as showing a false negative scan if they (a) had a negative scan when they were free of neurological symptoms and had non-small cell lung cancer with no evidence of distant metastases and (b) underwent surgery and subsequently developed neurological symptoms three to 12 months afterwards with evidence of brain metastases in a second computed tomogram. This suggests that microscopic metastases were present in the brain before surgery but computed tomography was incapable of detecting them. As the nodal state in most of our patients with false negative results was N2, the clearance of mediastinal disease could have been incomplete and metastases in other organs, including the brain, could have occurred from residual disease or from dispersal of malignant cells at the time of surgery.
NODAL STATE AND BRAIN METASTASES
Our policy has been, and continues to be, to offer surgery to patients with nodal state N2, provided that their carcinoma is intracapsular (microscopic). Our 
